Sir,

The endobronchial ultrasound (EBUS) scope is delicate equipment through which a dedicated needle assembly is passed for performing the transbronchial needle aspiration. Here, we describe a rare complication of needle assembly malfunction due to the separation of the shaft of needle and sheath-sliding mechanism which resulted in the failure to retract the needle within the sheath during the procedure.

A 43-year-old male presented with a history of fever and cough for 3 weeks. A contrast-enhanced computed tomography of the chest revealed a homogenous subcarinal lymph node measuring 20 mm × 25 mm with contrast enhancement. Linear EBUS bronchoscopy was performed using a laryngeal mask airway under general anesthesia. The ultrasound transducer was directly coupled with the bronchial wall without inflating the saline balloon to target the lymph node at station 7 just distal to carina in the right main bronchus. The lymph node was clearly visualized which had a homogenous echogenicity. A fresh 21 Gauze Olympus ViziShot Needle (model NA-201SX-4021) was introduced through the working channel of the EBUS bronchoscope. After the sheath was adjusted appropriately, the needle was pushed within the lymph node by a gentle jab which did not meet any resistance and also did not encounter any cartilage. The stylet was then removed. Back-and-forth movement of the needle slider was done repeatedly, but the needle did not move to and fro even a bit, and it was seen fixed in its position within the lymph node in the ultrasound image \[[Figure 1](#F1){ref-type="fig"}\]. The needle could not be pulled back within the sheath due to a needle assembly malfunction. Removing the EBUS scope along with the protruded needle outside the sheath might have caused serious injury to the airways. Therefore, the scope was kept as it is within the airway. The needle slider was pulled proximally until it clicked in place. It was secured by locking the needle adjuster. The needle assembly was then subsequently removed through the EBUS scope. It was observed that the needle was protruding outside the sheath, even after completely retracting the needle slider proximally \[[Figure 2](#F2){ref-type="fig"}\]. The EBUS bronchoscope was then removed from the patient. A video bronchoscopy was done immediately which did not reveal any airway injury. The leak test was done which confirmed that the EBUS scope did not suffer any damage from the needle. The procedure could be successfully performed with another needle which showed a necrotizing granuloma consistent with the diagnosis of tuberculosis. The needle identifier number and batch number were noted and forwarded to the company supplying EBUS-TBNA needles.

![Ultrasound image showing needle in the lymph node which was seen fixed in its position as it did not move to and fro with the back and forth movement of the needle slider](LI-36-461-g001){#F1}

![The needle protruding outside the sheath, even after completely retracting the needle slider proximally](LI-36-461-g002){#F2}

Dhillon and Yendamuri\[[@ref1]\] have reported a similar experience. The authors removed the needle after successful passes in the lymph node when they observed that the needle was unexpectedly still outside the sheath despite fully retracting the needle slider. While Dhillon could notice this needle malfunction only after removing the needle from the EBUS scope, we could observe this during the procedure before removing the needle. In both these cases, the broken needle was still attached to the rest of the apparatus and was thus removed in one piece without any remnants left in the patient, and this did not cause any damage to the bronchoscope.

The first case of needle breakage was reported by Özgül *et al*.,\[[@ref2]\] followed by some other reports.\[[@ref3][@ref4][@ref5][@ref6]\] In all these cases, the retrieval of the broken fragment of EBUS needle by flexible bronchoscopy could not be done which were either coughed up by the patient or retrieved in stool. Rottem *et al*.\[[@ref7]\] reported a case of EBUS needle breakdown resulting in severe and almost fatal hemorrhage.

There could be some risk factors for needle breakdown. Özgül *et al*.\[[@ref2]\] and Tariq\[[@ref6]\] believed that the junction between the long, shiny electroplated portion and the coarse end of the needle is the weakest point in the needle assembly. Rottem *et al*.\[[@ref7]\] hypothesized that this complication may be related to lymph node stiffness. Certain endoscopic maneuvers as torquing, multiple punctures, fanning in a hard lymph node, and hitting the cartilage could all be predisposing factors,\[[@ref2][@ref7][@ref8]\] which should be as far as possible avoided.

The needle breakage is rare and mostly in the form of snapping of its tip. In our case, we could not retract the needle within the sheath due to needle assembly malfunction which is highly unusual. Needles projecting inappropriately outside the sheath can not only damage the bronchoscope but can also cause injury to airways and patient. The clinicians should be aware of such complication and should check the needle assembly before using it.
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